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PREFIX (EACH DEFICIENGY MUST BEE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG f CROSS-REFERENGED TG THE APPROPRIATE DATE
| DEFICIENCY)
' | E |
F 221, 483,13(a) RIGHT TO BE FREE FROM F221 | o
$5=D " PHYSICAL RESTRAINTS i o f?/ 07
' The resident has the right to be free from any This plan of correction is [
: physical restraints imposed for purposes of i ' submitted and required X
_discipling or tonveniance, and not required to ! : der Federal and '
! reat the resident's medical symptoms. { " under Federal and State Il
. r: ] regu;atxons and statutes !
P _ . I: i applicable to long term
{ This REQUIREMENT is not met as evidenced ] ! care providers. The plan
| by: | . .
- Based on medical record review, sbservation, | i of correction does not !
| manutacturer's Fecornmendation, and interview, | 1 constituie an admission of |
; the facility failed to ensure the correct appiication ; ] liability on the part of the |
 of a restraint for one (#31) of two residents ; i facility and such liability |
reviewed for restraint usage. |E ’ is hereby specifi cally '
' The findings included: ? J denied. The submission
i Resident #31 dmitied to the faciy I ! of this plan of correction
| Residen was admitted to the facility on :
i December 22, 2009, with diagnoses including . i does not CO,;] stllt;u t‘;. i
- Alzheimer's Dementia, Altered Mental Status, and | ! agreement by the facility
| Ischemic Heart Disease. ; } that the surveyor’s
! Medical rd review of resident £31's Min ] ] findings or conclusions
; Miedical record review of resident #31's Minimum :
 Data Set dated June 12, 2012, revealed the -’ are accurate, that the
. resident had impaired shart and tong term _' findings constitute a ;
- memory, required extensive assist of two for | deficiency, or that the _i
transfers and ambulation, and used a trunk | ; Scope or severity
. ' feskaint daily. f ‘ regarding any of the ;
. Medical record review of the August 2012 E : deficiencies cited is
| physiclan's orders revealed "...November 23, | ! correctly applied.
1 2011...Click seatbelt to w/c (whesichair)..” and | i
| *...March 20, 2012...Tilt in space wic while out of | ;
: bed for positioning..." ! ]
i o |
: Observation on August 13, 2012, at 12:30 p.m., in | f
* the second fioor dining room revealed the i ; |
' - 1X8) DATE

§/o5/ =

iy doficlongy statemesnt ending with an asterisk (") denotes a deflciancy which the institution may be oxcused frem cormaciing providing it is
ler safeguatds provide sufficlant protection to the patients. (See instucllons.) Excent for nursing hames, the findings stated above are dis
fowing tha date of suivey whather of rot & blan of comaction is provided. For nursing homes. the above findings ang plans of correction a
ys foliowing the date these documents are made avallable to the faclity. If asficlancies are cltad, an approved plan of carrectian Iz ragut

)gram participation,

RM CMS-2507{02+09) Proviows Veralons Obsoisto

Evant ID: U201

Faclliy ID: TN3308

if continuation

AUG 31 2012

dgtermin;d that
clasable 90 days

re disclosakle 14
site to continusd

sheat Page | of 18

6 A



2012-08-21 09:53 DCO547PM13501 8652125642 »» P 4/29

817
DEPARTMENT OF HEALTH AND HUMAN SERVICES le;“c:léﬁ A%%Réz\%g
_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-0351
STAYEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: COMPLETED
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S

X0 ] SUMMARY STATEMENT OF DEFICIENCIES l 19 ! PROVIDER'S PLAN OF CORRECTION 1s)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX ! {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) YoTAas CROSS-REFERENCED TO THE APPROPRIATE DaTE
j [ DEFICIENCY)
; ;' i
F 221 483.13(a) RIGHT TO BE FREE FROM , F 221 F221
58=D: PHYSICAL RESTRAINTS ; |
. The resident has the right to be free from any -: : 1. On 8/15/2012 nursing

: physical restraints imposed for purposes of
discipline or convenience, and not reguired to
' treat the resident's medical symptoms.

|

|

and therapy ensured !

resident #31°s seat |

belt was adjusted ’.

! appropriately to fit (
|

i

|

i
[
|
‘ |
| This REQUIREMENT is not met as evidenced | close to the body for
! safety. Maintenance
| removed second seat

belt from resident #31°s

i by

. Based on medical record review, tbservation,
manufacturer's recommendation, and Interview,

; the facility falled to ensure the correct application

* of a restraint for one (#31) of two residents

wheel chair,

reviewed for restraint usage,

' The findings included: 2. Other residents with

i seat belts were

| Resident #31 was admitted to the facility on : ted by th

| December 22, 2008, with diagnoses including I epste t é ‘3 I
-Alzheimer's Dementia, Altered Mental Status, and | nusmg statl and a

| Ischemic Heart Disease. | were in compliance.
N |

- Medical record review of resident #31's Minimum ! T i

! Data Set dated June 12, 2012, revealed the ;' ' 3. D he ISta

. resident had impaired short and long term : ; evelopment |
- memory, required extensive assist of two for | Coordinator and _|
. transfers and ambulation, and used a trunk | ! Director of Nursing

' restraint daity. | I conducted an

 Medical record review of the August 2012 i educatlona_l In-5€TVICe
i physiclan's orders revealed “.,.November 23, | to the nursing staff

| 2011...Click seatbet fo wic (whesichair)..." and | regarding the safe

| ‘l;;gflfaorrchozsﬂit,i 923 ;I! 2...:|i'I|t in space w/c while out of ll ' application of seat

| P B ! l belts. The Treatment

; Observation on August 13, 2012, at 12:30 p.m.. in | ; administration records
* the second fioor dining room revesaled the i :' of residents with seat

i
ABCRATORY DIRE 'S DR PROVIGER/SUPPLIER REPRESENTATIVE'S SIGNATURE é? @) DATE
ﬂ/fzﬁ(ﬁ 29/

. Ing I I3 datermirbd thot
ny deficiency statornant ending with an asterisk {*) denoctes & deficlency which the insttution maey be sxcused from corfecting provid
lh’;r safﬂsuz{ds provids sumggnt protection to the patients. (See instructions.) Excent for nursing hames, the findings atated above are disclosable 93 I:"’i?
Hiowing the date of survey whather or nat a plan of coreetion is provided. For nursing homes, the above findings and plans of eorrection Ia[‘e t:ﬂsc:lt:u*slai ¢
ays following the date these decumants are made avallabls to the facllity. It deficiencias are cltad, an approved plan of correction ks raquisite to continy
‘ogearm partizipation. )
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- resident had a seat balt on in the wheeichair,
! loosely appliad allowing the buckie to be
t @pproximately four inches from the knees.

, Observation on August 14, 2012, at 8:00 a.m,, at
1 2:00 p.m., and 4:30 p.m., revealed the resident

i had a seat belt on in the Wheeichalr, loosely

. applied, aliowing the buckle fo be approximately
: four inches from the knees,

| Observation on August 14, 2012, at 10:45 am,, in
: the resident's room with the resident's spouse

i revealed the resident was able to raise the

i seatbelt up above the wheelchair arms and was

: fiddling with it, and did not try to release the

- seatbelt, interview at that time with the spouse

belts were updated on
' 8/23/2012 to add:

i check for safe

: application of seat

J belts while in use,

]If The Director of

; Nursing or designee

f will conduct random

f scat belt audits 3 times
’ a week for 4
ﬁ

|

!

XD SUMMARY STATEMENT OF DEFICIENGIES [ o ] PROVIDER'S PLAN OF CORRECTION [ oy
PREFIX ! {EAGH DEFISIENCY MUST BE PREGEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | commLETION
TAG . REGULATQRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DAk
1 DEFIGIENCY) [
.' ‘ f
I
F 221 | Continued From page 1 F 221 !

r
|
|
F
!
i
!
|
l

weeks, then at least 5
times a month for 2
months to ensure

: reveaied the seatbelt is usuatly that loose. compliance. }
]
|
t Obsetvation and Interview, an August 15, 2012, .
at 12:45'p.m., with the resident's spouse and 4. The Dir ector of
| Physical Therapist (PT) #1 on the front porch of Nursing will report seat

the facility, revealed the resident sifting in the tilt belt audits monthly to
{ in space wheelchair with the spouse sitting on a I the. Quality Assurance
: SWINg next {o the resident. Continued i Committ st |
| observation revealed the resident had two omimitiee, consisting |
| seatbelts applied to the wheelshair. Continued i ofa physician, director |
j observation with PT #1 revealed one section ' of nursing and three ,’
{ {right side of w/c) of the four sections was tied other staff members for
 around the wic back post elose to the seat. and : 3 months. The
: the second section was hooked into the buckle on i e )
'the left side of the whesichair, and the fourth ] Executive Director wili !
. section was hanging next to the left side of the | monitor this process
- wheeichair. _‘ monthly to ensure
: Review of the manufacturer's recommendation continued compliance. |
“revealed a picture of the safety belt but no
| instruetions how to apply the seat belt for resident
! safety. [

IRM mﬁ-zﬁe7{02-99) Provious Versions Onsoiota Event 10 UZ0ET Faciity (D TN3308 If continuation shaet Page 2 of 18
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! The findings inciuded:

' Resident #145 was admited 1o the facility on July
12, 2012, with diagnoses of Muscle Weakness,

1 Alzheimer's Type
| Anemia.

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERIGLIA (X2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION HUMBER: COMPLETED
A BUILDING
445295 B WING 08/45/2012
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP cODs
LIFE CARE CENTER OF EAST RIDGE ;?S“:';;J":; ?‘;E';‘;i "
[ X4 D . SUMMARY STATEMENT OF DEFIGIENGIES coom ] PROVIDER'S PLAN OF CORREGTION [ o
PREFIX | {GACH DEFICIENCY MUST BE PREGEDED BY FULL [ PREFIX {EACH CORRECTIVE ACTION SHOULD BS | comPLETION
TAG ©  REGULATORY OR LSC IDENTIFYING INFORMATION) |G CROSS-REFEREgEFEIIé ;;ﬁ CT%E APPROPRIATE | D
. -' |' !
F221 Continued From page 2 I Fz221 l' F241 ’
: i i |
- Interview t;.'iti; P'ft‘ #1 og Aug;i.lst TS. ﬂf.mz. atb1i:550; ! I. On8/1512012 nursing
P-m.. on the front porch confirmed the seat be ! - .
! wera confusing and could lead to the resident not | i ensured resident #145°s __
| being safe. Continued interview reveaied when | | catheter bag was :
' the seat belt js correctly applied the seatbelt i : covered.
I should be close to the body for safety. i !
F 241 [ ?ﬁgl;!f'féad Eﬂﬁ_ﬁlw AND RESPECT OF ; F 241 ) 2. The nursing staff _7/,,/) L
S8=D [ | ins_pected other J
: The facility must promote care for residentsina | residents with catheter ’
r‘ manner and in an environment that maintains or _ bags and all were in [
1 enhances each resident's dignity and respect In ( compliance.
 full recognition of his or her individuarity, i !I P ’
. : l 3. The Staff Development f
 This REQUIREMENT is not met as evidenced ; | Coordinator and |
oV , , . , Directo ursi i
- Based on observation and interview, the facility | rz tor ng fsmg |
| failed to maintain dignity for one (#145) of ] ‘conducted an |
- twenty-seven Stage 2 sampied residents, r educational in- ]
' | |
F

Dementia, Dislocated Hip, and

r

!

" Observation on August 13, 2012, at 1:00 p.m,,

| revealed resident #145 lying in bed with eyes
-closed. Further observation revealed the resident
- had an indwelling catheter which was connegted
I'to an exposed drainage bag hanging on the

. bottom rail of the resident's bed,

- Observation and intarview with Licensed Practical
" Nurse (LPN) #5 on August 15, 2012, at 10:00

!

!
I
|
r
H
1
1
i
!

I
|

service to the nursin z

staff

regarding applying

covers to catheter bags. )

The Director of i

Nursing or designee |

will conduct random ]

| catheter cover audits 3 r

[ times a week for 4 |
weeks, then at least 5 {

times a month for 2

months to ensure ’

| compliance,

i |

M CMS5-2567(02-89) Previgus Verzions Obsointo

Event I0: UCDEY 1
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CENTERS FOR MEDICARE & MEDICAID SERVICES QOME NO. 0938-0307¢
STATEMENT OF DEFICIENGES 1) PROVIDERISUPPLIER; o
AND PLAN OF CORRECTION D IDENTIC T KM P MULTIPLE CONSTRUCTION i ggﬁfeuévﬁ
A BULDING
B, WING
445295 D8r15/2012

RAME OF PROVIDER DR SUPPLIER
LIFE CARE CENTER OF BAST RIDGE

STREET ADDRESS, GITY, STATE, ZIP CODE
1600 FINGHER AVENUE

EAST RIDGE, TN 37412

X105 | SUMMARY STATEMENT OF DEFIGIENGIES i ¢ f
PREFIX | (SACH DEFISIENTY MUST B2 PRECEDED BY FUILL ! PRIFIEJFIX ! (sfcf?‘é'gﬁgﬁc?ﬁ-f%ncﬁf‘?ﬁgﬁﬁ:”ae | COMJI’T%IDN
TAG | REGULATORY OR LSC IDENTIFYING IMFORMATION) S VYR CROSS-REFERENCED TO THE APPROPRIATE DATE
i j I DEFICIENGY)
. ' | ]
F 241, Conti ' n .
- g ﬁi’h'éiifaﬂ:?tﬁa o ?'?d t had an indweli | TP 4 The Director of |
; a.m., & resident had an indwelling | i i "
, Catheter connected to an uncovered drainage bag : : Nursing will report
s Which was attached to the bed. Interview at that ] ] catheter cover audits
, time with LPN #1 confirmed the resident's ._ monthly to the Quality
_- ;aeﬂ;eter btﬁg is t?dbercovared at all times to , T Assurance Committee
reserve the resident's dignity, isting of 3
F 247 [ 4832.15(e EFORE - consISng .
| 483.15(2)(2) RIGHT TO NOTICE BEFORE ! F 247 physician, director of Vs
| :

S5=D [ ROOM/ROOMMATE CHANGE

| A resident has
' the resident's
| changed.

|
This REQUIREMENT is not met as evidenced

the right to receive notice before
ro0Mm or roommate in the facility is

by:

! Based on medical record review and interview,

| the facility falled to nofify ane resident (#118) of

| Shanges in ropmmate assignments, of seventsen
Stage One residents and three families

| Mterviewad,

| The findings included:

: Resident #1156 was admitted to the facllity on
‘June §, 2012, with diagnoses incleding Aftercare
: Right Hip Fracture with Surgical Intervention,

| Muscle Weakness, Hypertension, Osteoporosts,
; and Osteoartnritis,

f

j Medical record review of the Minimum Data Set

! dated June 22, 2012 ang July €, 2012, revealed

| the resident to be cognitively intact with BIMS

: {Brief Interview for Mental Status) Scores of

« 13115 on both dates.

|

| Review of facility admission documentation dated
[ June 6, 2012, revealed the resident was

|
j
|
I
i
|
|
5
|
1
i
|

nursing and three other
staff members for 3
months. The Executive
Director will monitor
this process monthly to
ensure continued '
compliance.

F247

Resident #116 was
notified of his
roommate changes on
8/15/12. ‘

]

The Social Service staff
has notified all other
residents of roommate
changes. |

The Executive Director
conducted an J‘
educational in-service [

: !

IM CMS-2587(02-09) Pravious Vorsions Choolats

Event D UCOE11

Faziity ID: TN3308 i continuation shast Page 4 of 18
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AND PiLaN OF CORRECTION - & IRENTIFIZATION NUMBER: B2 MULTIPLE CONSTRUSTION w}ggﬁ LSEQI%\E’)EY
A, BUILDING
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- 445296 087152012
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xXaIo | SUMMARY STATEMENT OF DERICIENCIES [ i | PROVIDER"
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX | (Em;? goggesc}:'il'\?g &%FT?QONRS}?E&IL%NEE coul{'xl.?r;lnan
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAS |  GROSSREFERENCED TO THZ APPROPRIATE DATE
| | DEFICIENGY) |
i | |
, _ | .
F 247 Continued From page 4 F 247 to the Social Services ’
| competent and legally responsibie. J f department regarding
:' _ . ) : l the importance of
| Interviews with the resident on August 13, 2012, | : dIiJn notification |
i at 2:00 p.m., in the resident's room, and on Provicing di
| August 15, 2012, at 1;15 p.m., in the residents | i toresidents regarding
; foam, revealed the resident stated "...had moved 1t F room changes and
| 1o the current room per self-request on June 20 £ he Social
. oommaies. The Socia
12012, and had four different roommates since the ! Service direcior
mave but had not been nofified bafore any ofthe X v
| new roommates arrived.” ! | conducted an ‘
| _ . educational in-service
i Medical record review of the electronic Progress of nursing staff on
Note Review dated July 3 thraugh August 3, X 8/23/12 regarding
; 2012, which inciudeg electronic chariing from S o Te8
- nursing, dietary, and social service departments, providing proper
| revealed no documentation of residant notification ; notification of residents
cof roommate changes from nursing or sogial when there 1s a change
! services. j in rooms or roommates.
| Interview with the Soclal Services Director, on | !
{ August 18, 2012, at 10:30 a.m., in the facility j ; The Social Service
: lobby, confirmed residants were to be netifiad of | director will conduct
s Foommate changes prior to the roommate change ' d dits 3 times a
| occurring and the facility had falled to nofify | Tandom ay
; resident #1186 of new roommates. week for 4 weeks of
F 281 483.20(k)(3)(i} SERVICES PROVIDED MEET F 281 notification regarding

$8=D l PROFESSIONAL STANDARDS

The services provided or aranged by the facility
| must meet professional standards of quality.

1
1

- This REQUIREMENT is not me: &s evidenced ‘
! by '
. Based on observation, medical record review, '
| @nd interview, the facility failed to provide [

services fo meet professional standards of care |
r during medication administration to ensure an i
j !

S s
room changes and . / 74

roommate moves, ’
then at least 5 times a

month for two
months to ensure

IRM CHMS-2867(02-50) Previgus Versions Otmalate

Event [0: UZDETN

| compliance.
)
| . .
| 4. The Social Service
| Director will report her
| |
Faclity [ THAZ0D If continuation shost Page 5 of 18
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B.
445296 e 08/15/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. GITY, STATE, ZIP CODE
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XN ID | SUMMARY STATEMENT OF DEF] IES i !
éné-i& i {EACH DEFICIENCY MUST BE P:Ecsggg%v FULL 'r pn?mx | {E:gi? ggggescmg%nnsn&ga%nae CombLimmon
TAS :  REGULATORY ORLSCIDENTIFYING INFORMATION) |  7AG |  GROSSREFERENGED TOTHE APPROPRIATE DATE
, ; : DEFICIENGY)
) | | !
F 247 | Continued From page 4 | Foar
g competent and legally responsibie, ,' . findings to the Quality
| Interviews with the resident on August 13, 2012, | r ASS“_TaPCE Committee, .
| 8t 2:00 p.m,, in the resident's raom, and on consisting of a
j August 15, 2012, at 1:15 p.m., in the resident's 1_ physician, director of
; room, revealed the resident stated "...had moved | l nursing and three other
F to the cumrent room per self-request on Juhe 28, | i b
2012, and had four different reommates since the | statf members
} move but had not been notified before any of the | ! consisting of a
| new rosmmates amived.” ] physician, director of
| .
'+ Medical record review of the electronic Progress nm;;mg anl;:l thr: © ?ﬂ]er
“Note Review dated July 3 through August 3, : ! stalf members for 3
; 2012, which included electronic charting from months. The Executive
| nursing, dietary, and social service departments, Director will monitor
 revealed no documentation of resident notification this process monthly to
: of roommate changes from nursing or soctal -
! services. ! ensure continued
; ! compliance.
| Interview with the Social Services Director, on | I'
{ August 18, 2012, at 10:30 a.m., in the facility ] !
: lobby, confirmed residents were to be notified of [
| Foommate changes prior to the roommate change ’
| eecurring and the facility had failed to notify E
. residerit #1186 of new roommates. [ ! '
F 281 ; 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281/ i
$5=D! PROFESSIONAL STANDARDS | Y usre—
| The services provided or amanged by the fagility ' [
| must meet professional standards of quality. : 1
| | f !
“This REQUIREMENT is not met as evidenced | |
| by: i !
: Based on observation, medical record review, ! [
i and interview, the facility failed to provide | |
services to meet professional standards of care ; !
| during medication administration to ensurean | i
! |
Riv QMS-2567(02-8D) Previow: Verslona Chaalato Event {0: UCOET Faclity (0: TNI30B If centinuation sheet Page 50! 18
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STATEMENT OF DEFICIENCIES [£4)] PRO\J’IDER!SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: (X2 MULTIPLE CONSTRUCTION [xg)c?é;.raii.ssl#?éa
A BUILDING
445796 8. WING 08152012
NAME OF PROVIDER OR SUPPLIZR STREET ADDRESS, CITY, STATE, ZiP CODE
LIFE CARE CENTER OF EAST RIDGE ;f;: ':;Hgg :.\;E’;L;it 2
(¥4} 1D | SUMMARY STATEMENT OF DEFICIENGIES ! D ‘ PROVIDER'S PLAN OF CORRECTION P
PREFIX {BACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE ! COMPLETION
TAG REGULATORY OR LSC JDENTIFYING INFCRMATION) J TAG CROSS-REFERENCED TO THE APPROPRIATE [ DATE
. DEFICIENGY) |
! |‘ ' ‘
F 281, Continued From page 5 ' Fo8 J :
) BeCurate dosage of a medication was | L F281 ;7// /13—
i ;adminzs(t:;ed and rieported accurately and timely . 1. All 50mg tablets of | '
, 1ar one (#202) of eleven residents observed for ! oved
* medication administration J' i %rgfnm:cf;;irte#???’s
| The findings included: i { medication cart drawer.
j b g A 4 2012 5 : ! On 8/15/12 nursing
. Joservation on August 14, 2012, at 9:45 am, | ified resident i
| near resident #202's room reveaied L PN #4 ! ;t’)a(f]‘g ?onh sician and '
| Prepared the resident's medications. Continueg - £b7 S phiysician a
-1 observation reveated LPN #4 obtained a packet ! family regarding the
with a tablet enciosed from & box in the dosage of Losartan
i medication drawer labeled Losartan 25 mg, ‘ ; Resident #202°s
. placed the tablet into a medication cup ang. | I A o
| administered the Losartan to resident 20 in the | vital signs we;
 resident's room. Continued observation of the | monitored, with no
,' pfcket thesiaosartan \gas obtained from stated i abnormal findings.
; "Losartan 50 mg.” Observation of the box the | ;
: Losartan was taken from in the medication cart - Remdent was
. revealed a jabel stating Losartan 25 mg, was discharged
- delivered to the facility on July 25, 2012, and safely home on
.i contained four more Losartan 50 mg tablets. ! ] 8/16/2012.
| Medical record review of resident #202's ] ' -
| Physician's Orders for August 2012 revealed ] 1' 2. On 8/15/12 the |
. "-Losartan 25 mg PO (by mouth) daily...* ! [ pharmacy staff 1
| S ] i reviewed all other
 Interview with LPN #4 on August 14, 2012.at | , rescriptions with ]
+ 10:10 a.m., at the 200 nurse's desk confirmed 50 | i P p hand i
: Mg of Losartan was administered fo the resident ’ actual dosages on han J
 instead of the 25 mg the physician ordered, ang and all were found to
' "the phamacy must have sant the wrong dose," i ] be in compliance. ‘
I
i interview on August 15, 2012, at 3:00 p.m,, in the [ ,.
| Director OFf Nursing (DONJ's office with the DON_ | i 3. The Staff Development
j revealed the DON stated LPN #4 had told the J | Coordinator and '
pON about the incorrest doses of the medication : i Director of Nursing j
Lin the box but had also told the DON the surveyor ; f conducted an |
| i ; ) . '
™ ChS-2567(02-98) Previous Versions Obsoiole Event ID; UCOE 1 ?an-h_ educational Imn-service W shaet Paga 6 of 18
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{X2) MULTIPLE CONSTRUCTION
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§s=0 . RATES OF 5% QR MORE

041D SUNMARY STATEMENT OF DEFIGIENCISS oD PROVIDER'S PLAN OF CORRECTION - o
PREFS {EAGH DEFISIENDY MUST BE PRECEDED BY FULL i PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG | REGULATORY OR LSC IDENTIEYING INFORMATION) I TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
| I_ i [ DEFICIENGY)
3 [ I
F 281! Continued From page & [ F28t; on the 5 rights of
. had intervened prior to the wrong dose being i ; medication
: given to the resident  Continued interview with | admnin :
- the DON revealed the DON had notified the | J m}n:rstrat;;)n fo the
- vesident's physician about the wrong doses of | _3 NUrsing staft. Th?
! Losartin in the box but had received the correct ‘ [ Director of Nursin gor
. had been given. " | designee will conduct
b , random observat;
| Interview on August 15, 2012, at 2:45 p.m. in the ’ medicat; rvatons of
| DON's office revealed PN #4 was re-nterviowed 1 ! . -cation passes 3
 and had admitted resident #202 had recaived 50 r times a week for 4
| g of Losartan instead of the 25 mg the |J _ weeks, then at Jeagt 5
| Physician had ordered. Continued interview | times a
revealed the DON had notified resident #202's [ : th month for two
| Physiclan of the medication error, Ganfinued i i Tonths to ensure
| interview revealed the resident's blood pressure | II compliance,
‘ and pulse had been obtained on August 14, 2012 | ’
: and were within the resident's normat i 4. Di
| parameters. Continued interview revealed i | ;Eh © . 1rect.or of
; resident #202's blood pressure and pulse were ] | ursing will report
| obtained at 3:10 p.m., an August 15, 2012, and ] i medication pass audits
| were within the resident's normal parameters. |] g monthly to the Quality
! Continued interview confirmed LPN #4's had ; Assura . ,,
; failed to meet professional standards of care | 1 comet tgce (;ommrttee, |
, during medication adntinistration by ensuring the : ! onsisting of a
' correct dose was administeredand to accurately !J physician, director of
i report a medication error, i nursing and three other
F 332 483.25(m)(1) FREE OF MEDICATION ERROR r F 332, staff members for 3 Vrsray

| The facity must ansure that it is free of

i medication error rates of five percent or greater,

I

| This REQUIREMENT is not met as evidenced
"y

' Based on observation, medical record review,
! facility policy review, and interview, the facility

|

|

!

|

i

months. The Executive
Director wil] monitor
this process monthly to
€nsure continued
compliance,

Riv CMS-2567(02-99) Proviops Yerzion; QObsolala

Event [ UCOE f

Foclity I0: TN3308

If centinuaiion sheat Page 7 af 18
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1} PROVIDERISUPR 2
AND PLAN OF CORREETIO‘N &y fDENTIFI%i’%gﬁI BE}EI'E‘;%LRM b2 MULTIPLE CONSTRUSTIEN {ﬁ)ggﬂgf&%\aﬂ
A BUILDING
B, WING
- 445298 wh 08/5/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LIFE CARE CENTER OF EAST RIDGE 1500 FINGHER AVENUE
EAST RIDGE, TN 27412
Xay1p . SUMMARY STATEMENT OF CEFISIENCIES I Hiv] | PROVIDER'S PLAN OF COR ECTION
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFX | (EAGH CORRECTIVE ACTION gHDULD BE coupLEoN
TAG | REGULATORY OR L5C IDENTIFYING INFORMATICN) PTAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: . i ! DEFIGIENCY) '
) r |
F 332 Continued From page 7 j F 332
! fa‘i!ed to administer six of sixty-six medications { F332 7/’ ‘ / /P~
. without ervor, resulting in a nine percent |
| medication error rate. j ] 1. All 50mg tablets of
t The findings included: | Losartan were removed ;
i - : from resident #202°s
1 Observation on August 14, 2012, at 9:40 a.m., in medication cart drawer.
the hallway near resident #31's room revealed On 8/15/12 nursin
1 Licensed Practical Nurse {LPN) #4 prapared o . ng
| resident #31's medications. Continued staff notified resident
, observation reveated L PN #4 placed one Enteric ' #202’s physician and
; Coated Aspirin 81 mg (rmiilligram) into a ] family regarding the . ;
 medication packet and crushed the tabiet, poured i F
- the crushed tablet inta a medication cup added dosage of Losartan
| applesauce and administered the crushed tablet given. Resident #202s

* to resident #31 in the resident's room. vital signs were

monitored, with no
abnormal findings.

1
» Medical record review of resident #31's 4[
' Resident was

: F’hysic:ia}n's Orders for August 20142 revealed
;.. Aspirin (Baby) 81mg Tablet £C (Enterie

j Coated)... Take 1 Tab by mouth every day..." 1 discharged
| Review of facilty policy, Medication Crushing - | Z?fglf.;g o
' General Guidelines & List of Medications, JF e

| revealed ... The rationale for net crushing some
| medications includes...Enteric Coated Tablats are
| designed to pass through the stomach whole and

| then dissolve in the intestina! tract..."

On 8/14/12 nursing
staff notified resident
#31’s physician and
family regarding the
method of Enteric
coated aspirin given, _
Resident #31 was !
monitored for GI
symptoms, with no
abnormal findings.
| Nursing staff gave

“ORM CMS-2567(02.89) Provious Voeraions Gbsclals Event ID: UCOET Faelly 1D: tN330R If continuatian shest Page & of 18

I

|
[ Interview with LPN #4 on August 14, 2012, at !
£ 10:10 2.m., ait the 200 nurse's desk confirmed the |
| Enteric Coated Aspirin was crushed prior to l |
+ administration and Enteric Coated Tablets are not | |
' fo be crushed, |

j Medical record review of resident #2072's
- Physician's Orders for August 2012, revealed
' *...Losartan 25mg PO (by mouth} daity,.”
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION

(X2) MULTIPLE CONSTRUCTION

(X3} DATE SURVEY

|

| near resident #202's room revealed LPN #4

+ with a tablet enclosed from a box in the
, medication drawer labeled Losartan 25 mg,

i the Losartan to fesident #202 in the resident’s

?- mg."

! Interview with LPN 54 on August 14, 2012, at

1 1018 aam., at the 200 nurse's desk confirmed 50
! mg of Losartan was administered to the resigent

' instead of the 25 mg the physician ordered,

| Observation on August 14, 2012, 2t 9:55 am., in
i the hallway near resident #142' reom revealed

| Licensed Practical Nurse {LPN) #4 prepared
. resident #142's medications. Continued
| observation revealed LPN #4 obtained one

| Enteric Coated Aspirin 81 mg tablet, places the
 tablet into the medication Sup, and administered
| the Enteric Coated Aspirin to resident £142 in the

: resident's room.

|

» Medical record review of resident #142's
-Physician's Orders for August 2012 reveated

| "...Aspirin Children's 81mg Tab Chew

! {chewable}...take 1 tab by mouth every day...”

: Interview with LBN #4 on August 14, 2012, at
10:10 a.m., at the 200 nurse’s desk confirmed

|

: Observation on August 14, 2012, at 9:45 a.m.,

' prepared the resident's medications, Continued
| observation revealed LEN #4 abtained & packet
; Continued observation revealed LPN #4 placed

, the tablet into a medication CuUp and administered

 'oom.  Continued observation of the hacket the
- Losartan was obtained from stated "Losartan 50

| Enteric Coated Aspirin 81 mg was administered

T e ————— e

|

IDENTIEIGATION NUMBER: COMPLETED
NTIFIGATION NuMBE A, BUILDING .
B. Wi
445295 G 08/15/2012
NAME OF PROVIDER OR SURPLIER STREET ADDRESS, CITY, S*f‘ATE. ZIP CODE —’
1500 FINCHER AVENUE
LIFE CARE CENTER OF EAST RIDG
R € EAST RIDGE, TN 37492
e | SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFTX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY ORLSC IDENTIFYING INFORMATION) TAG i  CROSSREFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY) !
| .'
F 332 Continued From page & F332i  nextdose of §1mg |

]
!
i
I Aspirin appropriately, [
:’ Nursing staff notified )
: nurse practitioner of
enteric coated |
aspirin given to f
resident #142. Nursing f
staff properly f
administered the next ‘
and following doses of
the chewable 8lmg f
baby aspirin. f
|
I
[
|
|

was in-serviced on
importance of
administering complete
dose of Miralax powder i
and educating resident

: on waiting one minute

lr' in between Symbicor |
and Spiriva inthalants. l
Nursing staff notified [
resident # 303's '
physician and family
regarding the
administration of
Spiriva given. Resident
i was found to have no .
i[ adverse effects. i'
f

|

|

1

|

]*' On 8/14/12 LPN #]
|

!

|
|
|
i
|
|

M CMS-2567(02-88) Previeyus Verzons Chuolete

Evant 10: UGOE11

Fatity 10 TN3308 I continuation shest Page 6of 12
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA
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445296

(2 MULTIPLE CONSTRUCTION

{X3) DATE SURVEY

COMPLETED

A BUILDING

B, WING

0811512012

NAME OF PROVIDER OR SUPPLIER
LIFE CARE CENTER OF EAST RIDGE

STREET ADDRESS, GITY, STATE, zip CODE
1500 FINCHER AVENUE

EASTRIDGE, TN 37212

o, SUMMARY STATEMENT OF DEFICIENGIES ! Ity FROVIDER'S PLAN OF CORREGTION (X6t
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED By FULL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE | comPETioN
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) [ TAG | CROSS-REFERENCED TO THE APPROPRISTE ' DATE
! , : DEFICIENCY) |
]
i | '
F 332 | Continued From page g : F 332 Nursing staff properly

: o resident #142, and the physician's order was

! for the Aspirin to be in the chewable form and not
 the Enteric Coated form that was administerad to
. the resident.

|
] Medicat record review of the Physician

| Recapitulation Orders signed August 7, 2012,

' revealed "...Miralax Powder 17 GMS (grams) in §
' 0Z {ounces) of water..,.Symbicort 160 - 4.5 MCG

' {micragrams) inhaier 2 puff twice daily...Spiriva

| 18 MCCG {micrograms)...1 capsule...daily..."

+ Observation of the medication preparation for

| resident #303 on August 14, 2012, at &:38 a.m.,

| revealed LPN #1 obtained Miralax powder 17

| grams, mixed in 8§ ox's of watar, Symbicort 160-

1 4.5 meg inhaier, and a Spiriva 18 mey

i {microgram) handihaler from the medication cart,
|

| Observation on August 14, 2012, at 8:40 a.m.,
; revealed LPN #1 gave the Miralax mixture to

| resident #303, who drank approximately half of
| the 8gz.
TLPN 1 gave the Symbicort Inhaler fo resident
| #4303 without providing instruetions for the

| resident on how to use the inhaler. Continued
i observation reveated LPN #1 administered the
i Spiriva handihaler o resident #303 without

! providing instructions to the resident.

I Observation revealed resident #303 askad LPN
| #1 about rinsing the mouth. LON 1 indicatad to

| the resident to use the remaining Miralax mixture |

i to rinse the mouth, Further observation revealed
| resident #303 rinsed the mouth with the Miratax
; and spit in the remairning mixture.

mixture, Continued observation revealed

]
i

dosage of Spiriva,
providing proper
instruction on how to
correctly use Spiriva
and inhalant
medications.

r
!
I
} administered the next
E
]

84

On 8/15/12 the
pharmacy staff reviewe
d all other prescriptions
with actual dosages on
hand-all were found to
be in compliance.

The Staff Development
Coordinator and

! Director of Nursing

| conducted an

| educational in-service
' on the 5 rights of

[ medication

! administration to the
nursing staff and
providing professional
services to residents as
per professional
standards of quality'.
The Director of
Nursing or designee

L

f
|

M CMS-2567(02-88) Pravious Varzions Cpsoiote

Evant ID: UCHETY

Fatiity ID; TNA08

I continuation sheet Page 10 of 18
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 08380381
STATEMENT OF DERICIENGIES X1} PROVIDER/SURPLIER/CLIA . = <
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: P MULTIPLE CONSTRUCTION (}:S)SS:;EPEEUTLE%EY
A BUILDING
BWING
445298 08/15/2012

NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE

LIFE CARE CENTER OF EAST RIDGE 7 500 FINGHER AVENUE
EAST RIDGE, TN 374812
X610 _ SUMMARY STATEMENT OF DEFICIENGISS T o] PROVIDER'S PLAN OF GORRECTION
PREFIX | (EACH DEFICIENCY MUST BE PRECENED BY FULL | preF | (BACH CORRECTIVE AGTION SHOULD BE | comecinon
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION) ' TAG CROSS-REFERENSED 1O THE APRROPRIATE DATE
[ : DEFICIENCY)
F 332, Continued From page 10 . F332 will conduct random

!
E
Review of facilty pol How fo U ; observations of
: W O i2cility policy on "...How to Use a icati 3
| Metered Dose Inhaler.,." revealed, "...3. Have the i medication passes 3
| resident filt his or her head back siightly ang |
j breathe out as much air as possible, 4. Put the ;
I
I
i

|
E
.' times a week for 4
|
|

- inhaler mouthpiece in the resident's meuth past |
I
|
|
!

weeks, then at least 5
times a month for 2
months to ensure
compliance.

: the teeth and above the tongue. 5, Asthe
' resident takes a slow, daep breath, press the
button on the inhaler once. 6. After the resident
 has taken as much breath as possible, tef him or !
|' her to hotd their breath to count of ten, 7. Tell the - 4. The Director of
: resident to breathe out as slowly as possible : : ;
:...Note Repeat steps 3 through 7 for each | Nugs'mg. will report dit
- additional puff ordered by the physician, waiting at | medication pass audits
) monthly to the Quality
! Assurance Committee,

: least one minute between each puff..."
| Interview with LPN #1 on August 14, 2012, atthe | consisting of a
1 300 hall nurses station at 9:40 a.m., confirmed > £

: the resident had not been instructed or given an physician, director of
 €xplanatlon regarding the use of the Symbicort or nursing and three other
1 the Spiriva handihaler. Continued interview .l staff members for 3
: dcgzgrgﬁeren?inrijgi #303 had not received the full | ; months. The Executive
F 425 ; 483.60(),(b) PHARMACEUTIGAL SVC - F 425 Director will monitor
$8=D [ ACCURATE PROCEDURES, RPH this process monthly to L
ensure continued

. The facility must provide routine and emergensy
'drugs and bislogicals to its residents, or obtain

| them under an agreement described in

; §483.75(h) of this part. The facliity may permit _
 unlicensed personnel to administer drugs if State » F425
i law permits, but only under the general
! supervision of a licensed nurse,

comphiance.

[. All 50mg tablets of
Losartan were removed

| A facility must provide pharmaceutical services '
: {including procedures that assure the accurate from resident #202’s

; Acquiring, recelving, dispensing, and ’ i medication cart drawer. i
| @dministering of all drugs and biologizals) to meet ; | !

|
1
i I H |

ORM CMS-2507(02-88) Pravious Versions Obsslate Evant 10: UCOET4 Feglity 10n TN3308 ] If continuation shest Page 11 of 18
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CENTERS FOR MEDICARE & MEDICAID SERVICES OME ND. 0932-0301

STATEMENT OF DEFICICNCIES (X1} PROVIDERISUPPLIERICLIA X2 .
AND PLAN OF CORRECTION (CENTIFICATION NUMBER; G MULTIPLE CONSTRUGTION "‘S’ESEEEE”T’E‘B"““
A, BUILDING
B, WING
- - " 445296 0811512012
f\ME OF PROVIDER OR SUPPLIER STREEY ADDRESS, QITY, STATE, ZIP CODE
LIFE CARE GENTER OF EAST RIDGE 1500 FINCHER AVENUE
| EAST RIDGE, TN 37412
Y OE I SUMMARY STATEMENT OF DEFICIENCIES \ [ PROVIDER'S PLAN OF CORRECTION
PREFIX | [EACH DEFICIENCY MUST BE PREGEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOLLD BE comﬁsr—:lﬂon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION;) . TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
J . DEFICIENCY) J
: i
F 425 _Continued From page 11 j F 425 On 8/15/12 nursing
|

- the needs of each resident, staff notified resident

#202°s physician and
family regarding

the dosage of Losartan
given, Resident #202°s
vital signs were
monitored, with no
abnormal findings. ;

~alicensed pharmacist who provides consultation
| on ali aspects of the provision of pharmacy

; |
The facility must empioy or obtain the services of ‘

1

' services in the facility. '

T

I
|
; 1
f' This REQUIREMENT is not met as evidenced |
K | On 8/15/12

| the pharmacy staff

| I reviewed all other

i prescriptions with
! actual dosages on hand
and all were found to

be in compliance.

I~

i Based on observation, medical recorg review,
, and interview, the facility failed to provide

|' accurate dosage of medication for one (#202) of
: eleven residents observed for medication

: administration
- The findings included:
|

| Qbservation on August 14, 2012, at 2:45 a.m.,

| hear resitdent #202's room revealed LPN #4

[ prepared the resident's medications. Continued
| ebservation revealed LPN #4 obtzined & packet
| with & tablet enclosed, from a box in the

. medication drawer labeled Losartan 25 mg,

- The Staff Development
P Coordinator and
Director of Nursing
conducted an

L]

: piaced the tablet into a medication: cup and

1 administered the Losartan to resident 2202 in the

 resident's room, Continued observation of the
. packet the Losarian was obtained from stated
; "Losartan 50 mg.” Observation of the box the
' Losartan was taken from in the medication cart

 revealed a label stating Losartan 25 mg had been

. delivered to the facility on July 25, 2012, and

- contained four more Losartan 50 mg tablets,

| Medical racard review of Physician's Orders for
: August 2012 revealed "...Losartan 25mg PO (by
|

educational in-service
on the 5 rights of
medication
administration to the

r nursing staff. The

.’ Director of Nursing or
i designee will conduct
i

random observations of
medication passes 3

|

FORM CME-2582(02-80) Proviows Versions Chaalote

Ewunt 1D UCOET

Faedlity 1D: TN3Z08

It continuation sheet Page 12 of 16
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. (§838.0391
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AND PLAN OF CORREDTION IDENTIFIGETION NUMBER: COMPLETED
A BULDING
445796 B. WING 08/15/2012

NAME OF PROVIDER OR SUPPLIZR
LIFE CARE CENTER OF EAST RIDGE

STREET ADDRESS, GITY, STATE, ZIP SODE
1500 FINCHER AVENUE

EAST RIDGE, TN 37412

X610 | SUMMARY STATEMENT OF DEFICIENGIES | 1 | PROVIDER'S PLAN OF CORRECTION | ix
PREFIX, ! {EACH DEFICIENCY MUST BE PRECEDED BY FULL ' PREFIX {EACH CORRECTIVE ACTION SHOULD BE ! COMPLETION
TAG .  REGULATORY OR LSC IDENTIFYING INFORMATION) R Y CROSS-REFERENCED TO THE APPROPRIAYE |  DATE
: DEFICIENGY) ‘
; [ !
F 425 ' Continued From pape 12 ! F 425! times a week for 4 j
motith) daily..."” % i weeks, then at least 5
 Interview with LPN #4 on August 14, 2012, at | times a month for 2
1 10:10 a.m., at the 200 nurse's desk confirmed 50 | ‘ months to ensure
. Mg of Losartan was administered to the resident | [ compliance.
. instead of the 25 mg the physician ordered and |
. "the pharmacy must have sent the wrong dose.” E l! 4. The Director of
| interview on August 15, 2012, at 3:00 p.m., in the 1 | Nursing will report .
; Director Of Nursing (DON)'s office with the DON | | medication pass audits
j revealeg lfl:_e fotlix_lr 50m§ taglats o:t Losirtan u;z:rf | monthly to the Quality
| removed from the medlication cart on August 44, :
2012, after Licensed Practical Nurse (LPN) #4 | Assurance i"'mm‘”eeﬂ
 Teported the esror, Continued interview with the consisting of a
; DON confirmed the Losartan 50 mg was in ! r physician, director of
) :ﬁsidené #2t02's drawer by error and contributed to I nursing and three other
: the medication error,
: ! t
F 441! 483.65 INFECTION CONTROL, PREVENT F 441 staff members for 3 Y
$5=E . SPREAD, LINENS months. The Executive
: Director will monitor |
| The facility must establish and maintain an . j this process monthly to
! Infection Contrat Program designed 1o provide a ensure continued
! safe, sanitary and comfortable environment and i i
10 help prevent the develepment and transmission | comphance.
| of disease and infection. :

: (a) Infection Control Program .'
. The facifity must establish an Infection Control |
! Program under which it - I
'1{1) Investigates, controls, and prevants infections J
1 in the facility; !
(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
| {3) Maintains a record of ingidents and corrective ;
| actions reiated fo infections. !
| {b} Preventing Spraad of Infestion
. {1) When the infection Cantrol Program

JIRM CM5-2587(02-09) Pravieus Vergions Obaoiele Event ID:UCOE

Fasliity 1D: TN3306 If continuation shest Page 13 of 18
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445296 5. WING 081512072

NAME OF PROVIDER OR SUPPLIER
LIFE CARE CENTER OF EAST RIDGE

STREET ADDRESS, CITY, STATE, 2IP CODE
1500 FINCHER AVENUE

EAST RIDGE, TN 37412

. prevent the spread of infection, the facility must
| isolate the resident.

- (2) The facility must prohibit employees with a

| communicable disease or infected skin lesions

| direct contact will transmit the disease,
(3} The facility must require staff to wash their

{ hand washing is indicated by accepted
| Professional practice,

] {c} Linens

j Persannel must handle, store, pracess and
transport linens so as to prevent the spread of
| infection,

I

! This REQUIREMENT is net met as evidenced
' by

N

!interview the facility failed to pravent cross

! distribution of ice in an unsanitary manner,
i

' The findings included:

: revealed Licensed Practical Nurse ( LPN) #5

| administered medications to the resident in room

210A, and exited the resident's room withoqt
disinfecting the hands. Continued observation

; revealed LPN #5 went to the medication sart and

! charted the medications given. Continued

' observation revealed LN #5 want t the nurse's

| station, and then to the food pantry to geta

: from direct contact with residents or their food, if

| hands after each direct resident contact for which

}
| Observation on August 13, 2012, at 10:40 am,,

Based on observation, facility palicy review, and 1

' contamination through infection control practices [
| for hand hygiene, medication preparation, andg the |

|
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| defermines that a resident needs isolation to 1. This facility requires Y/ 7

|

|

‘ staff to wash their

E hands after direct

i[ resident contact. The

! staff observed were

' immediately informed
of the proper hand

’ washing procedure and

: ice scoop policy by |

!‘ nursing administration,

[ ]

No other observations
were

made of not following
the hand washing
procedure and ice
scoop policy.

3. The Staff Development
Coordinator and
Director of Nursing
conducted an
educational in-service
on proper hand

| washing technique and

ice scoop policy. The

Director.of Nursin gor

[ designee will conduct

i random observations of

|

|

hand washing and ice
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F 441 : Continued From page 14 © o Faa1 |' Scoop usage 3 times a |]
. sandwich for a resident. Confinued observation ; - K for 4 i
| revealed LPN #5 was not able to locate the | | weex for ) i
| resident, put the sandwich back in the refrigerator | | weeks, then af least 5 |
- in the pantry, and retumed to the medication cart, | f times a month for 2 f
i . i , , ' months to ensure
: Review of facility policy, Mand Hygiene, raveslad J j Ii
| Handwashing/hang hygiene is generally | compliance.
: cnnsmiered_ the most important single pracedure !
 for preventing nosocomial infections..." J 4. The Director of
f . . i Nursing will
: Interview with LPN #5 on August 13, 2012, at f report hand
| 10:45 a,m., at the medication cart confirmed the | por -
. hands had not been disinfected after - washing and ice scoop
' administering medication to the resident in room audits monthly to the
'210A. Continued interview confirmed, "...forgot 1o uality Assurance
| disinfect hands...should have disinfected the 80 msi/tt e consistine
 hands before leaving the resident's reom” ¢ m h e d.SI ‘ =
; | ot a physician, director
| ] of nursing and three
. a for
| Observation on August 13, 2012, at 2:47 p.m., at |[ ;)ther SL ffﬁembem ©
 the 100 nurse's desk reveaed Licensed Practical | months. The ,
| Nurse #1 and #3 were completing the narcafic [ Executive Director will
| {icNor;%ihag;q. ﬁnnﬂnued obs?ntrzﬁon E:deveauhed | monitor this process '
f Lolained approximately ten medication I i
'cups and placed them one by one onto the g i mon‘thly(‘;o ensulr_e
+ medication cart using the bare hands and put the | ! continued compliance.
i Index finger in each eup, contaminating each cup. { [
| Continued observation reveaied LPN #3 obiained ! i
, @ bottle of medications from the rmedication cart 1 i
 With the bare hands, opened the fid and put the ]
: index finger into the bottle of pills and pulied
| several pills out ane by one contaminating them, ;
+ and placing the pills into the contaminated |
| medication cups. This process continued for one | I’
[ mare bottle of pilts, with LPN #1 observing, :
! |
| Interview with LPN #1 and LPN #3 onh August 13, [' ’ |
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1 2012, at 2:57 p.m., at the 100 nurse's desk

F 447 | Continued From page 15 [' F 441
1 confirmed the medication Cups, the bottles and |

 the pills were contaminated when touched by the |
| bare hands/finger. '

| on the 300 hall revealed Certified Nursing i
| Assistant (CNA) #1 and CNA #2 passing lunch |

| trays and obtaining ice from a cosler. Continuad i
f observation reveaied CNA 24 passed lunch trays

1o 3 rooms using a plastic drinking cup sfored in ]
: the ice chest as a scoop to remove the ice from |
i the ice chest, and place the ice in the resident's J
| lass. Observation at 12:05 p.m., revealed CNA |
: #2 obtained ice from the same cooler using the
i plastic drinking cup as a Scoop to put ice in
j another resident's glass.

|
l
|
' Observation on August 13, 2012, at 11:54 arm,, . ;[ [
l
1
|'
I
|
|

|
i Review of facility policy, lce Chests and

| Machines, reveated .. Hold Scoop used with the
 ice chest by handie; do not touch bow! surface

{ with hands. . lce seoaps should be smooth and

| impervious and should be kept on an uncovared
| Stainless steel, impervious plastic, or fiberglass

[ tray on top of the chest or in & mounted holder

| when not in use,,."

|
!
; Interview on August 13, 2012, at 12:11 p.m., on l F302
| the 300 hall with CNA#1 and #2, confirmed an | |
| ice scoop was available in the ice scoop holder, d
and using the cup stared inside the ice chest to fill | 1. On 8/15/12, an order
| residents’ glasses was not 2 sanitary practice. [ was written by the
F 502, 483.75(j3(1) ADMINISTRATION F 502 physician to r?////?a-_
58=p : i two
| The facility must provide or obtain aboratory I| discontinue the
| services to meet the needs of its residents. The [
i facility is responsibie for the quality and imefiness i
. of the services. j l
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1
F 502 remaining stool sample
|'

[T

All other residents
with stoo} sample
orders were found to be
in compliance.

| Ih:s REQUIREMENT is not met 25 avidenced | (
| by ‘

; Based on medical record review and interview, ’
i the facility failed to obtain laboratory specimens |
I as ordered for one {#145) of twenty-seven Stage

| 2 sampied residents. |

! ! |
| The findings included: | |

§ Resident #145 was re-admitted to the facility on ,l
PJuly 2, 2012, with diagneses of Musale i i
I Weakness, Alzheimer's Type Dementia, and

] ;
 Anemia,

The Staff Development
Coordinator and
Director of Nursing

|
Ve " | ; conducted an
i Medical record review reveated a physician's | ; cati in-servi
| order dated July 12, 2012, for",..stool specimen x f f edu atlona.l - ser\fa"lce

i 3 to r/o (rule out) blood in stopl.” ; to the nursing staf

| regarding the

| Medical record review revealed one stool | completion of all

| specimen was chbtained on July 12, 2012, with o I
| results of positive for blood, Medical recond f physician 'orders and

| review revealed no further documentation of labs | documenting results of

Ll

 Obtained, 1 labs in residents’
charts.

i Nursing Station, on August 15, 2012, at2:15

i BM., confirmed one lab was obtained and found

| Interview with the Unit Manager at the Unit One | The Director of
E Nursing or designee

| o be positive for blood and there was no will conduct random
| documengation the other two labs were obtainad | stool sample order
i as ordered. ;

i audits 3 times a week
for 4 weeks, then at

least 3 times a month i
for 2 months to ensure .'
compliance. J|

| f
| |

| Medical record review of a physician’s order

! dated July 25, 2012, revealed "Staol specimen x
I 3 for C-Diff (Clostridium Difficile} re: diarrnez.,." ;
' Medical record review raveated no documentation |
i the stoo! spacimens for C-Diff were obtained,
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¢ Further medical record review revealed 2 stool

i not tested for C-Diff.

1 2012, had not been tested for C-Diff and the
» physician's orders had not been foliowed,

+ Specimen was obtained on July 26, 2012, but was [

j Interview with the Unit Manager at the Unit One
- Nursing Station on August 15, 2012, at 2:15 p.m,,
- confirmed the labs were not obtained as ordered.

| Interview with the resident's physician on August
. 15, 2012, at 2:40 p.m., confirmed the resident's
' stool specimen which was obtained on July 26,

4. The Director of
Nursing will report
stoo} sample order
audit results monthiy to

| the Quality Assurance

Commiftee consisting

of a physician, director

of nursing and three
other staff members for
=' 3 months. The

Executive Director will

monitor this process

monthly to ensure
continued compliance.

|
|
! :
1
|
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